Work Capacity Form	                                                   Employee Name:                               
LETTER TO BE EDITED BASED ON SPECIFIC and ACCURATE FACTS OF THE INTERACTIVE PROCESS

Dear Dr. …

LETTER AND FORM GIVEN TO EMPLOYEE TO GIVE TO PHYSICIAN

RE:	(Employee)

We are the employer for your patient, (EMPLOYEE).  We are working together with (EMPLOYEE) to consider reasonable accommodations that would be feasible and effective at supporting them in returning to work and successfully performing the essential functions of the job.

We need some additional information from you to continue to facilitate this process.

The restrictions you indicate are as follows:  
· Off work from XX/XX/XX to XX/XX/XX (need to customize this based on info you have)

In order to consider a full range of possible reasonable accommodations, we need to know what specific activity restrictions the employee has (for example, limits on sitting, standing, walking, hand use, etc.).

1. Can you please fill out the attached form to indicate what the specific activity limitations are?

OR

2. If the inability to work is based on issues related to fatigue, stamina or other issues resulting in the employee not being able to work in ANY capacity, please note that here.

· YES, ability to work is limited based on issues of fatigue or stamina or other issues impacting ability to do ANY work at this time and NOT based on specific activity limitations.


Signature:_____________________________________ Date:___________________


Please provide this completed, signed form to the employee so they can return that to us and we can continue our interactive discussions with them regarding reasonable accommodations.

Thank you.

(PLACE ON EMPLOYER LETTERHEAD AND ADD INFORMATION REGARDING PARTY PROVIDING THIS TO THE EMPLOYEE)

Enclosure: Work Capacity Form 

===== 

See page 2 Work Capacity Form



Please check one of the following:

· Employee is released to Full Duty / regular job NO restrictions as of  ____/____/____
· Employee has Temporary Restrictions as noted below from   ____/____/____ to ____/____/____
· Employee has Permanent Restrictions as noted below as of  ____/____/____
Work Capacity
Please note employee’s activity capacity as follows:
	
	No limitation
	CAN perform this activity as noted below
	Notes/comments

	Sit
	□
	___ hours per day  ____ minutes at a time
	

	Walk
	□
	___ hours per day  ____ minutes at a time
	

	Stand
	□
	___ hours per day  ____ minutes at a time
	

	Bend (neck)
	□
	___ hours per day  ____ minutes at a time
	

	Bend (waist)
	□
	___ hours per day  ____ minutes at a time
	

	Squat
	□
	___ hours per day  ____ minutes at a time
	

	Climb
	□
	___ hours per day  ____ minutes at a time
	

	Kneel
	□
	___ hours per day  ____ minutes at a time
	

	Twist (waist)
	□
	___ hours per day  ____ minutes at a time
	

	Twist (neck)
	□
	___ hours per day  ____ minutes at a time
	

	Simple grasp – RIGHT
	□
	___ hours per day  ____ minutes at a time
	

	Simple grasp – LEFT
	□
	___ hours per day  ____ minutes at a time
	

	Power grasp -  RIGHT
	□
	___ hours per day  ____ minutes at a time
	

	Power grasp – LEFT
	□
	___ hours per day  ____ minutes at a time
	

	Fine manipulation – RIGHT
	□
	___ hours per day  ____ minutes at a time
	

	Fine manipulation - LEFT
	□
	___ hours per day  ____ minutes at a time
	

	Push / Pull – RIGHT
	□
	___ hours per day  ____ minutes at a time
	

	Push / Pull – LEFT
	□
	___ hours per day  ____ minutes at a time
	

	Reach – below shoulder
	□
	___ hours per day  ____ minutes at a time
	

	Reach – at/over shoulder
	□
	___ hours per day  ____ minutes at a time
	

	Lift/Carry 0 to 5 pounds
	□
	___ hours per day  ____ minutes at a time
	

	Lift/Carry 6 to 10 pounds
	□
	___ hours per day  ____ minutes at a time
	

	Lift/Carry 11 to 25 pounds
	□
	___ hours per day  ____ minutes at a time
	

	Lift/Carry 26 to 50 pounds
	□
	___ hours per day  ____ minutes at a time
	

	Lift/Carry Over 50 pounds
	□
	___ hours per day  ____ minutes at a time
	



Is employee restricted from any environmental factors such as heat, cold, noise, heights, chemicals, etc?

□ No  	□ Yes (explain):											

Other notes/comments:											

														

														


Provider signature:									 Date:_____/_____/_____

Provider name:									


